The last editorial suggested that rehabilitation needed to involve the patient in learning, and depended upon a group of professionals to identify what actions might help the patient, and to undertake or arrange the necessary actions. In many cases there will be both a wide variety of actions needed from a reasonably large number of people and organisations, and the process is likely to be extended over weeks, months or occasionally years. This editorial shows that these features characterise the rehabilitation process as complex and therefore it needs to be managed by a trans-disciplinary team. Some of the characteristics of teamwork are discussed. This leads to a discussion of teams in rehabilitation, showing that there are currently many different types of teams organised around different areas of interest and that a patient might need access to several specialised teams. It is then argued that the complexity of team coordination is best resolved by formal rehabilitation planning meetings, held early in a patient's involvement with rehabilitation; this should increase effectiveness and efficiency. Finally the editorial argues that rehabilitation would be improved by having rehabilitation teams that mirror the existing medical specialities, ensuring that all patients thereby have easy and early access to rehabilitation planning.
Introduction
The second editorial 1 discussed how the holistic, biopsychosocial model of illness was central to understanding disability, and how it helped define the characteristics of the rehabilitation process. It also emphasised that learning by the patient was the central process involved in reducing any limitations on activities undertaken by a patient.
This editorial considers some of the consequences of using the theoretical approaches to rehabilitation already outlined. The discussion is primarily at the level of overall organisation, and is focused on people with more severe and complex problems.
Nonetheless, the principles outlined apply generally. Because disability itself arises through complex mechanisms, the process of rehabilitation problems is also often complex even if the medical problems are straightforward. There is only a weak relationship between medical complexity and/or severity and rehabilitation complexity and/or severity.
Therefore the principles put forward of always considering the patient in their context, and of always establishing the patients concerns and expectations must always be applied in every situation. If there is any uncertainty then an initial assessment by an expert multi-disciplinary should be obtained to ensure that the patient travels down an appropriate clinical pathway.
This editorial primarily concerns: teamwork, and the characteristics of good teams; how to make rehabilitation more effective and efficient; and the role of rehabilitation planning (goal setting and a whole lot more!).
The problem
The persistent disability experienced by some people has two key characteristics: it is multi-factorial; and there are multiple non-linear relationships between variables. These characteristics define disability as a 'complex problem'. 2 In the hierarchy of complex situations, management of disabled people is near the top. In a review of complexity in different fields, 3 palliative medicine, which referred to rehabilitation and not simply the care of the dying, was at the highest level of complexity within the domain of healthcare, being one higher than 'clinical medicine'. Its complexity was comparable to space engineering within engineering sciences and astronomy within natural sciences.
The more complex problems seen in rehabilitation are probably most effectively managed using a transdisciplinary team. 3, 4 The term traditionally used in rehabilitation is the multidisciplinary team (MDT), and no major distinction between the adjectives used will be drawn in this editorial. Figure 1 illustrates the wide range of actions that may be needed as part of the rehabilitation process. They cover analysis of the problems faced by the patient, delivery of the potential range of interventions, and arranging transfer or discharge from the service.
A patient with a longer-standing complex disability may be involved with 20 or more individual people during this process. They will provide care, give advice and therapy, etc. They may belong to many different professional groups, may work for or within several different management structures, and may be funded through different budgets.
Sometimes the group of individuals involved is referred to as that person's rehabilitation team, even if they never meet together. Many texts illustrate this 'team' using a diagram with the patient in the centre of a large number of different circles, all linked to the patient. However in practice this 'team' is often just an accidental group of people who all happen to see the same person from time to time, which is an abuse of the term. A fuller exploration of teamwork and the rehabilitation team is needed.
Team work
A team may be defined as a group of people working towards a common goal. In rehabilitation, the overall goal is to improve quality of life by enhancing a person's behavioural repertoire (what they can do if they wish). Consequently they will need to share a common understanding of the problems faced, and to use the same concepts and vocabulary. They will also need a process to identify and agree shared goals and to allocate work and responsibilities.
A detailed review of factors that promote effective teamwork 4 It is important to consider how this should influence rehabilitation, and to draw a contrast with medical teams. In contrast to medical teams, rehabilitation teams usually involve a much broader range of professions, often from different organisations including many outside Health. Team members may not naturally share a common vocabulary, and will often have different understandings about illness and rehabilitation. Improving teamwork through inter-professional education may improve patient outcomes, although the evidence is still weak. 5 Medical teams usually work within a biomedical framework and use the dominant biomedical model of illness, which is also shared with their patients.
In contrast, the lack of a widespread agreed (public) model of rehabilitation means that rehabilitation teams need to put explicit effort into discussing and agreeing their model of illness, the terminology used, and the scope and nature of their rehabilitation process. When people from outside the central, lead rehabilitation team participate in the process it will usually be necessary to inform the 'outsiders' about the team's vocabulary and basic goals because they are likely to use the biomedical model. Patients too will not think in terms of the biopsychosocial model, though often they easily understand it once applied to their situation.
In contrast to medical teams, where processes and goals are well established and often implicit, in rehabilitation it is very important to consider patient goals explicitly, and to devote time and effort to establishing goals that are agreed by the patient, because:
• • Patient engagement is central to success in the rehabilitation process, • • the potential range of actions is greater, and • • the duration of the process is longer, so that • • coordination of actions is more difficult and requires more explicit planning.
Although there is little research into the costeffectiveness of rehabilitation planning, it seems probable that a proportionate process would avoid wasting resources on unwanted or unachievable goals and would avoid in-coordinated actions, missing important actions, and duplicated actions.
Next a team is a social network; team members should not only work towards shared goals for an individual patient but they should have a shared vision of the team's purpose and aspirations and share a set of principles guiding moral decisions. Team members also need to respect and trust one another if they are to be successful.
Good social relationships, team cohesion, good communication and sharing of information all depend upon sharing a geographic space. The team needs a place that they can consider as belonging to the team, a place that only members of the team own and where they can safely relax and communicate openly about any matters without fear. This will usually be an office or building; it could be a coffee room or even a table.
A team space carries many additional practical advantages. It will facilitate:
• • Formal team meetings, both about individual patients and also educational or management meetings. • • Sharing confidential patient information.
• • The use of shared or unified patient records.
• • Developing and improving policies and processes for common situations.
One factor that often disrupts good teamwork is a fragmented management and budgetary structure. If some members of a team cannot act or make a significant decision about their work processes without reference to some independent outside organisation, team working and team development is difficult. External organisations may have different procedures for some situations, and may have different priorities. Therefore a team needs to work within a single management and budgetary structure. There should be a single manager who is an integral part of the team -the team's manager, not the person who manages the team. This person will represent the team at an organisational level and will facilitate clinical developments and team working.
The evidence for the effectiveness of teamwork within healthcare is relatively limited 4,6,7 because teamwork is often not identified as the feature being investigated. Nonetheless there is some evidence. Research into Stroke Unit care 8 is not explicitly defined as research into teamwork -but it is, 9 and it shows that teamwork is effective at improving outcome. The effectiveness of the WHO surgical checklist is another simple example of how effective teamwork can transform patient care. 10
Meta-teams
However, having defined teams and discussed their characteristics, in practice it is still difficult to define a rehabilitation team, 11 and Figure 2 illustrates the problem: for an individual patient people from several teams might be involved and for a second person involved with the same central rehabilitation team, a different combination of teams and people will be involved.
Thus the term 'rehabilitation team' could refer to many different groups, such as:
• • The specific group of people involved with a particular person. • • A group of people who generally work together with a particular group of patients characterised by the problems presented by the patients working across settings (e.g. a stroke team, a chronic pain service). • • A group of people who work together providing a specific solution such as the wheelchair service, or an inpatient unit for people with challenging behaviour.
• • A group of people who work in a specific setting (e.g. a community rehabilitation team). In practice it is probably simplest to distinguish between the team of specific people who see a particular person, defined by meeting together to consider the patient's rehabilitation plan, and teams who are groups of people who share a common area of expertise.
Therefore, as this discussion and the figure illustrate, the services available to support a disabled person are themselves actually another 'complex system'. 2, 12 The many people and services make it multifactorial, and there are multiple interrelationships between the teams, often non-linear and sometimes inter-dependent.
Consequently a meta-team (i.e. a team of teams) is quite commonly involved in the care and rehabilitation of many disabled people; an individual patient will be involved with (a) a group of specific people, and (b) a group of specific teams.
In this situation, some of the teams involved with a patient may have a limited understanding of the person's illness. Consequently the people in the 'team of teams' will need informed leadership from people with the requisite knowledge and skills. This is discussed later.
Rehabilitation planning (goal setting+)
Most patients with longer-term disability will have many people and teams involved. In many cases, a meeting of representatives from all the teams involved will be needed to share knowledge and develop a unified management plan. This process will need to:
• • Ensure a shared, agreed and accurate understanding of the situation. • • Allow appropriate goals to be set in the long-, medium-and short-term taking into account:
The 'patient's team'; the group of people involved with an individual patient
The 'rehabilitation service team'; the lead team with primary clinical responsibility.
People within the healthcare who sometimes contribute to the rehabilitation service team. E.g. orthoptists, orthotists, surgeons.
Other organisations with teams whose members often contribute to the rehabilitation team.
E.g community rehabilitation team, social services, housing, children's services Individuals (not family or friends) who contribute for this particular patient (e.g. a lawyer).
An organisation with a team involved with this patient but rarely involved in rehabilitation process. E.g. an employer, a school.
Family and friends of this individual.
The 'medical team' responsible for disease diagnosis and management The usual process is to set up a rehabilitation planning meeting, often referred to as a goal setting meeting or case conference. Whatever the name, the meeting must encompasses many tasks and activities over and above simply setting goals with the patient. Rehabilitation planning meetings should not be restricted to people with the most complex problems. The need to develop an agreed understanding of the situation, to set shared goals and to coordinate actions applies to many if not most people with on-going problems arising from disabling conditions.
To be effective this meeting requires a face-toface meeting of most of the people or organisations involved, and good communication with other involved parties. It is a process that necessarily involves considerable time -beforehand in preparation, during the meeting, and afterwards to document and then enact actions including communicating and liaising with other organisations affected.
The key to an effective rehabilitation planning meeting is structure, 13, 14 with someone specific being responsible for each of: Once the analysis has been undertaken and a longterm direction has been set then subsequent meetings can be much shorter although it is still important to consider all aspects of the rehabilitation plan when reviewing progress.
Delivering rehabilitation services
This analysis and discussion leads to several conclusions. Every patient with a new or changed disability needs to be seen by a team with relevant rehabilitation expertise.
But, because services have grown piecemeal, rather than in a planned way, there is no coherent underlying organisational model. For example, some services focus on a disease group (e.g. neurological rehabilitation), some on a specific intervention (e.g. assistive technology), some on a phase of the pathway (e.g. in-patient services), some on a specific impairment (e.g. pain control services), some on a particular problem at the activity-level (e.g. challenging behaviour, vocational rehabilitation), some by age (e.g. geriatric rehabilitation) and so on. Thus it is not obvious how to allocate lead responsibility for the initial rehabilitation assessment.
This chaotic situation can be overcome by ensuring that three conditions are met.
First, rehabilitation needs to be available as an inevitable part of all healthcare encounters so that every patient will inevitably be involved with a rehabilitation service. Given that healthcare is currently organised around medical specialities according to disease, it would be best to align a specialist rehabilitation service with each medical speciality. In practice some might cover two or more (e.g. cardiology and cardiac surgery might share a single rehabilitation service with respiratory medicine), and generally the medical and surgical aspects of a speciality will share a single rehabilitation service.
Second, there must be rules that allocate responsibility for every patient to a specific service that then has to deliver or organise rehabilitation. This team then becomes the lead rehabilitation team. By default this is likely to be the disease-related rehabilitation team, but on occasion lead responsibility could be allocated in other ways. For example a trauma rehabilitation service might be restricted to the first few weeks, and could then transfer responsibility on to the service associated with the most significantly damaged organ system.
Last these allocation rules need to be clear and unambiguous, fully agreed, and seamlessly linked to funding, so that there are few arguments over who is responsible, and so that every patient is seen, with no-one 'falling into the gaps'.
Then for each patient there would be:
• • The rehabilitation team with lead responsibility for their management, usually the rehabilitation team associated with the patient's lead medical speciality. • • The rehabilitation meta-team. This is the collection of specialist rehabilitation teams that contribute to a greater or less extent to a patient's rehabilitation. • • The patient's rehabilitation team. This is the group of individuals involved with the particular person.
This organisation is already partly in place, in that therapists tend to be linked to particular medical teams or wards. However at present the therapists are seen as a useful addition, but they are rarely considered as an equal part of the process and they rarely constitute a full multi-disciplinary team. For example there will rarely be nurses specialised in rehabilitation on a medical or surgical ward. Also the services usually remain fully focused on disease and take no actual responsibility for rehabilitation. 15
Summary -part three
This third editorial first emphasised that for many people with a disability, the services used: It then considered the Rehabilitation team, concluding that:
• • The term includes:
| |
The patient's personal team of professionals.
Teams of people focused on specific problems or specific solutions.
Meta-teams, the group of teams involved with a particular patient.
It then reviewed the characteristics of effective teams, before concluding with a discussion about the need for rehabilitation planning meetings, which would encompass: Finally it considered how to organise rehabilitation, given the existing multitude of services that are not organised around any consistent framework. It concludes that there should be rehabilitation teams focused on patients in association with existing medical specialities, because this would ensure easy and early involvement of rehabilitation services. Allocation rules should be developed to cover unusual circumstances.
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